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P.L. 105-33

Section 1932(a)(1)
Section 1905(t)

TN # 2004-009

4.10 Free Choice of Providers

(a) Except as provided in paragraph (b), the Medicaid agency
assures that an individual eligible under the plan may obtain
Medicaid services from any institution, agency, pharmacy

person, or organization that is qualified to perform the services,
including of the Act an organization that provides these services or
arranges for their availability on a prepayment basis.

Providers who elect not to provide services based on a history of
bad debt, including copayments, shall give recipients advance notice
and a reasonable opportunity for payment. Recipients retain the ability
to seek services from other enrolled providers.

(b) Paragraph (a) does not apply to services furnished to an
individual —

(1) Under an exception allowed under 42 CFR 431.54, subject to
the limitations in paragraph (c), or

(2) Under a waiver approved under 42 CFR 431.55, subject to the
limitations in paragraph (c), or

(3) By an individual or entity excluded from participation in
accordance with section 1902(p) of the Act,

(4) By individuals or entities who have been convicted of a felony
under Federal or State law and for which the State determines that
the offense is inconsistent with the best interests of the individual
eligible to obtain Medicaid services, or

(5) Under an exception allowed under 42 CFR 438.50 or
42 CFR 440.168, subject to the limitations in paragraph (c).

(¢) Enrollment of an individual eligible for medical assistance in a primary care
case management system described in section 1905(t), 1915(a), 1915(b)(1), or
1932(a); or, managed care organization, prepaid inpatient health plan, a prepaid
ambulatory health plan, or a similar entity shall not restrict the choice of the
qualified person from whom the individual may receive emergency services or
services under section 1905 (a)(4)(c).

Effective Date _6/01/04

Supersedes TN #__03-17

Approval Date _06/17/04




Revision HCFA-PM-85-14 (BERC) Attachment 4.18-A
September 1985 Page 1.1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State  FLORIDA

a. The following charges are imposed on the categorically needy for services other than those provided under Section 1905(a)(1)
through (5) and (7) of the Act:

Service Type of Charge Amount and Basis for Determinations
Deduct. Coins. Copay

Prescribed Drug Services X Effective June 1, 2004, coinsurance will apply to prescribed drug
services for recipients 21 years of age and older, who are not in a
long term care facility and are not pregnant or receiving Family
Planning Services or supplies; are not receiving Emergency
Room services or supplies; or are not receiving Hospice services
or supplies. Coinsurance amounts are as follows: 2.5% of the
Medicaid payment up to $300, 0% of the Medicaid payment in
excess of $300 per prescription, and 0% of Medicaid payments
after total monthly beneficiary co-payments and coinsurance
billed reaches 5% of total monthly family income. Providers are
responsible for collecting the coinsurance from recipients and
may not deny an initial service because of an individual’s
inability to pay coinsurance. An individual’s inability to pay is
based on his or her statement to the provider that they are unable
to pay the required cost sharing. Inability to pay does not
extinguish the liability of the individual to pay cost sharing.
Authority for the maximum charge is 42 CFR

447.54(a)(2).

TN No._04-009 Approval Date ___06/17/04 Effective __06/01/04

Supersedes
TN No. 03-21




Revision HCFA-PM-85-14 (BERC)
September 1985

Attachment 4.18-C
Page 1.1
OMB NO.: 0938-0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State FLORIDA

A. The following charges are imposed on the medically needy for services:

Service Type of Charge
Deduct. Coins. Copay

Amount and Basis for Determinations

Prescribed Drug Services X

Effective June 1, 2004, coinsurance will apply to prescribed drug
services for recipients 21 years of age and older, who are not in a
long term care facility and are not pregnant or receiving Family
Planning services or supplies; are not receiving Emergency
Room services or supplies; or are not receiving Hospice services
or supplies. Coinsurance amounts are as follows: 2.5% of the
Medicaid payment up to $300, 0% of the Medicaid payment in
excess of $300 per prescription, and 0% of Medicaid payments
after total monthly beneficiary co-payments and coinsurance
billed reaches 5% of total monthly family income. Providers are
responsible for collecting the coinsurance from recipients and
may not deny an initial service because of an individual’s
inability to pay coinsurance. An individual’s inability to pay is
based on his or her statement to the provider that they are unable
to pay the required cost sharing. Inability to pay does not
extinguish the liability of the individual to pay cost sharing.
Authority for the maximum charge is 42 CFR

447.54(a)(2).

TN No._04-009 Approval Date
Supersedes
TN No. 03-21

06/17/04 Effective  06/01/04




